Teenage pregnancy is associated with adverse social and physical outcomes for both mother and child. We drew on various sources-birth and abortion statistics from the Office for National Statistics, data from the National Survey of Sexual Attitudes and Lifestyles, and routinely collected data from family planning clinics-to identify trends in England and Wales and their possible determinants.
INTRODUCTION
Britain has the highest teenage birth rate in Western Europel. For [15] [16] [17] [18] [19] faster than did the rate of contraceptive use (Figure 1 ). Only for the cohort of women born after 1950 was the increase in sexual activity paralleled by an increase in contraceptive use at first intercourse (used here as a proxy indicator of the prevalence of teenage contraceptive use). Fewer than 40% of women born in the early 1 930s used any method of contraception at first intercourse, compared with 70% of those born four decades later (Figure 1 ). Figure 2 , based on NSSAL data, charts trends in the use of different contraceptive methods at first intercourse, together with the rate of teenage births for sexually active teenage women born between 1931 and 1971. The proportion of women adopting less reliable methods of contraception (mainly withdrawal) at first intercourse decreased from 15% of women born in 1931 to 6% of those born in 1971. Although the condom is the method most commonly used at first intercourse for all cohorts of women, its popularity waned among women born between 1950 and 1970. A marked increase in condom use at first intercourse can be seen for the cohort of women born in the early 1970s, for whom entry into their teenage years coincided with the advent of the AIDS epidemic6'8. Use of oral contraception increased for the cohort of women born from the early 1940s onwards, reached a plateau at 30% of those born in the early to mid 1960s, and declined for women born after that time.
The more recent decline in the use of oral contraception (OC) needs to be seen in the context of adverse publicity. Troughs 6] olds but also among 16-1 9-year-olds (Figures 3 and 4) . In Figure 4 , trends in sexual behaviour and service use are superimposed on trends in conceptions to under 1 6s. A subsequent increase in the conception rate was seen among 16-1 9-year-olds, but there was no apparent corresponding increase among under-i16-year-olds, perhaps because of reliance on condoms (which are available without medical prescription) in this age group. No decline was seen in sexual activity during this period in either age group (Figures 1 and 4) . DISCUSSION An interpretation of trends in the prevalence of teenage fertility must necessarily take account of the progressive increase, in the past few decades, in teenage sexual activity (Figure 1) climate of the time. The decade saw successive efforts to restrict provision of abortion19, fewer efforts to assist young people to control their fertility and cuts to family planning clinics20. The situation no doubt compounded the effects of the October 1983 pill scare and the lower profile pill scare of 199512. In such a climate, young women may have been reluctant to take concerns about the safety of oral contraception to family planning clinics and GPs. Not until the 1990s did teenage birth rates fall again. The decrease can be seen against the backdrop of a possible recovery of confidence in the pill, but also renewed efforts to address the sexual health of young people. Working groups were set up to address the issue by the Royal Colleges, by the Department of Health, and by other agencies. After publication of Health of the Nation targets relating to young women under 16 years old, a large number of sexual health clinics were set up specifically to cater to the needs of young people (M Jones, personal communication). More than half of teenage women were seeking advice and treatment from their family doctor21, and while attendances at family planning clinics among women in older age groups were declining, those among teenage women were increasing9"10. It is too early to know whether the more recent upturn in the teenage birth rate will be a continuing trend. It coincided with yet another 'pill scare' causing further concerns about the safety of contraceptionl3"14. Some feel it has occurred within a period in which the momentum of efforts to reduce early conception is once again being lost23. The underlying upward trend in teenage fertility is clearly associated with the pronounced increase in teenage sexual activity in recent decades. This does not, however, explain the fluctuations in the teenage fertility rate, interpretation of which must be multifactorial. Trends in teenage pregnancy seem to vary with access to reliable birth control, with availability of contraceptive services, with reports of possible adverse side effects of contraception, with social attitudes to teenage pregnancy and abortion, with provision of appropriate sex education, and with employment and educational opportunities and the availability of realistic alternative goals to motherhood.
Multifactorial problems need multidimensional solutions and some of these factors are less amenable to public health intervention than others. Yet the steep fall in the teenage birth rate during the spate of preventive activity in the 1970s in the UK, the striking congruity between trends in births and abortions, and the sustained decline more recently in other European countries, suggest that teenage pregnancy is responsive to preventive interventions. When the climate is favourable to preventive efforts; when positive and harmonious messages are transmitted to young people about control of their fertility; when a prompt response is made to reports of adverse side effects and effective advice is given about safety and efficacy of contraceptive methods; when easily accessible services are provided and confidentiality is assured; when there is unison between the preventive strategies of different sectors; when an integrated approach to sexual health promotion is adopted, aimed at preventing both sexually transmitted infection and unwanted conception-then we are more likely to see a decline in teenage pregnancy rates.
What is needed is a consistent and sustained public health response, in unison with strategies adopted by other sectors.
